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N 000; Initial Comments N 0G0
A licensure survey and complaint investigation
. | #35605, were completed at Wood Presbyterian
| Home on April 20-22, 2015. No deficiencies were ,
|
. cited under Chapter 1200-8-6, Standards for |
" Nursing Homes. 5
i
i
|
i .
r
i
i
i
i
H |
| H
| |
| l
! :
)
r
i
I
I
i
i
i i
i
i
| i
Division of Health Gare Faciities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
STATE FORM 6299 YNCO1M if continuation sheet 1 of 1

WA 112010




